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For more than 20 years, steady progress has been made along the road to clinical trial transparency. What started with steps taken by medical journals, including disclosure of trial funding, disclosure of authors' conflicts of interest, publication of trial protocols, and statements of authors' contributions, has been strengthened by recent advances to require publicly accessible clinical trial registration and results reporting. Encouragingly, progress continues to be made, as there is now considerable momentum toward clinical trial data sharing. Each of these steps was taken with the intention to reduce the potential for bias in the peer-reviewed literature, mitigating problems such as selective publication and selective outcome reporting or guest authorship and ghostwriting and ensuring that research findings are fully disseminated, fairly and objectively, in a way that allows an informed assessment of the evidence.
Until this study by Emdin and colleagues, 1 there have been few evaluations of these interventions with the goal of determining whether they effectively reduce bias in the peerreviewed literature. In their study of cardiovascular randomized clinical trials published in December 2012, they found that half of the 191 trials were reported as nonregistered and that these nonregistered trials were more likely than trials that were reported as registered, 70% vs 52%, to report statistically significant positive outcomes, even after accounting for other trial design differences. 
Feeling Old vs Being Old: Associations Between Self-perceived Age and Mortality
Self-perceived age reflects appraisals of health, physical limitations, and well-being in later life. 1 Older people typically feel younger than their chronologic age, and it is thought that those who feel younger than their actual age have reduced mortality. 2, 3 We sought to confirm this relationship in a large representative population sample, and to understand the role measured by asking respondents, "How old do you feel you are?" All-cause mortality and deaths from cancer and cardiovascular disease up to March 2013 were recorded. We divided participants into those whose self-perceived age was close to their chronologic age (1 year older to 2 years younger), those who felt more than 1 year older than their chronologic age, and those who felt 3 or more years younger than their actual age (similar results emerged when the difference between selfperceived and actual age was modeled as a continuous variable). Cox proportional hazards regression models were used to test associations between self-perceived age and mortality, adjusting for different sets of covariates.
Results | The sample consisted of 6489 individuals 52 years and older. Mean (SD) actual age was 65.8 (9.3) years, while the mean self-perceived age was 56.8 (13.3) years. Most respondents (69.6%) felt 3 or more years younger than their actual age, with 25.6% having a self-perceived age close to their chronologic age and 4.8% who felt more than 1 year older than their chronologic age. The crude mortality rate during the mean follow-up period of 99 months was 14.3% in participants who felt younger, 18.5% in those who felt about their actual age, and 24.6% in those who felt older ( Table 1) . Adjustment for covariates had e Baseline fair or poor self-rated health, long-standing limiting illness, coronary heart disease, cancer, diabetes mellitus, chronic lung disease, stroke, and arthritis.
f Baseline impaired mobility and activities of daily living.
g Smoking, physical activity, and alcohol consumption.
h Age, sex, wealth, ethnicity, baseline fair or poor self-rated health, long-standing limiting illness, coronary heart disease, cancer, arthritis, impaired mobility and activities of daily living, social isolation, social activities, loneliness, delayed recall, verbal fluency, smoking, and physical activity. Letters pronounced effects on the associations between selfperceived age and mortality. Nevertheless, when we combined the factors that were independently associated with mortality in models 1 through 8, feeling older than actual age remained a significant independent predictor of mortality (model 9: hazard ratio, 1.41; 95% CI, 1.10-1.82). Results were similar after excluding deaths occurring within 12 months of baseline ( Table 2) . Analyses of separate causes of death showed a strong relationship between self-perceived age and cardiovascular death, but no association between self-perceived age and cancer mortality ( Table 2) .
Discussion | We found that self-perceived age predicted allcause and cardiovascular mortality during the following 8 years. Although baseline health, physical disability, and health behavior accounted for some of the association, after adjusting for all covariates, there remained a 41% greater mortality hazard in people who felt older than their actual age compared with those who felt younger than their actual age. Our study used data from a large nationally representative survey and a simple measure of self-perceived age. We tested for reverse causality by excluding deaths within 12 months of baseline and found that the association was not due to participants in the terminal phases of their lives rating themselves as feeling older than their real age. The mechanisms underlying these associations merit further investigation. Possibilities include a broader set of health behaviors than we measured (such as maintaining a healthy weight and adherence to medical advice), and greater resilience, sense of mastery, and will to live among those who feel younger than their age. 5 Self-perceived age has the potential to change, so interventions may be possible. 6 Individuals who feel older than their actual age could be targeted with health messages promoting positive health behaviors and attitudes toward aging.
Indoor Tanning-Related Injuries Treated in a National Sample of US Hospital Emergency Departments
Indoor tanning exposes users to intense UV radiation, which is a known carcinogen. 1 However, little is known about the more immediate adverse outcomes of indoor tanning. To our knowledge, this study provides the first national e s t i m a t e s o f i n d o o r tanning-related injuries treated in US hospital emergency departments (EDs).
Methods | Data. Nonfatal indoor tanning-related injury data from 2003 to 2012 were obtained from the National Electronic Injury Surveillance System-All Injury Program (NEISS-AIP), a nationally representative sample of 66 NEISS hospital EDs, on approximately 500 000 nonfatal injury-related ED visits annually. 2 Trained coders review ED medical records to extract data, including age, sex, diagnosis, body region affected, consumer products involved, disposition at discharge, location where injury occurred, and a case narrative describing the cause of injury. Deidentified nonfatal injury surveillance data for this study were obtained by the Centers for Disease Control and Prevention through an interagency agreement with the US Consumer Product Safety Commission, which operates the NEISS-AIP. Use of these deidentified NEISS data did not require Centers for Disease Control and Prevention institutional review board approval.
Case Definition. Cases were initially selected if they were classified as unintentional injuries, involved the use of an indoor tanning device, and the narrative contained one of the following keywords: indoor tanning, tanning, tanning salon, tanning booth, tanning bed, sun lamp, ultraviolet, or UV. Cases were reviewed and classified by 3 study researchers (G.P.G., M.W., and J.L.A.) to confirm they met the case 
